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Preface

The concepts of quality assurance, quality improvement, and peer review have been present in
North Carolina EMS for many years. Quality Assurance (QA) can be defined as the planned,
systemic, and structured evaluation necessary to ensure confideradéytltdingpal care is

delivered and is consistent with standards set by system medical control, NCCEP and NCOEMS.

Through this support document, OEMS hopes to provide you with some basic tools that will be
valuable in developing, maintaining, and inmgadke QA/QI process in your system or agency.

As EMS, and healthcare overall, changes to meet new demands, it is important that we focus on
guality care that produces the best possible outcomes for our patients. That quality care comes
through delibeta efforts to evaluate and improve the care our providers give to those we serve
daily.

Thank you for your service to the citizens and visitors of our great state.

Thisdocument was developagthe staff of the NC Office of EMS in partnership with the
EMSPIC We would like to acknowledge the work group thaetiéhs project, NCOEMS EMS
PrograntSpecialistPaul Allen, Anthony DavisndJustin Boweralong with EMS Specialgan
Kayewith the EMSPIC.

We hope this documewtll prove to be a valuable tool for your Peer Review, Quality Assurance
and Quality Improvement programs. If you have any questions, contact yourNReQEib
office.
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Section 1 North Carolina Peer Review Dahed

Emergency Medical Services Peer Review Committee is a panel composed of EMS system
representatives that are responsible for analyzing data, patient care and outcome measures to
evaluate the ongoing quality of patient care, perforraadamaedical diction within the EMS

system

Definitions

The concepts of quality assurance, quality improvement, and peer review have been present in
North Carolina EMS for many ye&siality Assurance (QA)can be defined as the planned,
systemic, and structured evaluation necessary to ensure confidence that quality clinical care is
delivered and is consistent with standards set by system medical control, NCCEP and NCOEMS.
QA is the evaluation process temines current practice.

When areas of need or desire for improvement are ideptiaéty Improvement (Ql) initiatives

are instituted. Quality improvement initiatives are systematic actions that are intended to lead to a
measurable improvemenpatient care or system operations. QI interventions may consist of
educational and training initiatives, operational or process alterations, or the addition of equipment.
Ql initiatives must be continually reevaluated to ensure they are meetingnigrgetadent

goals.

Peer Reviewin North Carolina is the system (at least quarterly) meeting walkigeA3gurands
reviewed and QI initiatives are created to address wanted or needed areas of improvement.
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Section 2: The Purpose of Pedteview, Quality Assurance, and
Quality Improvement

North Carolina Emergency Medical Services systems should strive to deliver the best possible
patient care, maximize efficiency, ensure efficacy, and promote excellence and personal
accountability throughepr review ancbntinuousmprovement.

Peer Review is to be held, at least, quarterly. A peer review committee should be composed of
representatives fr om a firstyespondemsdramuliddtidnsaagde nci e s ,
other stakeholdersiderdifd i n t he EMS systemf6s plan (member
nurses, EMS personnel, medical facility personnel, county government officials, first responder
agenees, LEO, telecommunicatpasdany other entities that are listed within the Syséam Pl

Research is limited in EMS quality improvementamdbsds in this area araergingnd rapidly
improving |t 8s understood that EMS structure var.i
improvement and peer review strategies mirstivelualized for each system.

The concepts of peer review, quality assurance and quality improvement have beeoyresent in

0i ndustryd for many years. Peer review in its
performed by others inglsamdield. Quality Asurance (QA) can be defined as the planned or

systemic actions necessary to provide adequate confidence that a service or product will satisfy,
given the requirements for quality are definegrtecol complianc@tervention gccess rates,

outcomes, and other targeted health and systems measurements that are deemed important to
patient caleQA might be considered the evaluation of how thdils are performing. Finally,

Quality mprovement (QIl) can be thought of as the m®oéworking towards higher levels of
performance by continuous evaluation of system processes and design.

In the peer review quality assurance process, the committee shall examine current practices to ensure
protocol compliance and system standardwearg met effectivelylo aid in the process the

North Carolina College of Emergency Physibassreateftandards ér the Selection and

Performance of EMS Performance Improvemer{index A).This document defines 4 areas of

focus for quality iprovement activities:

1) EMS Operations

2) Personnel Performance
3) Clinical Care

4) Special Topics

The EMS System may choose to measldalidonal topics as deemed appropriate by the medical
director. Any deficiencies or issues identified as not meeting system standards by the committee or
medical director should be addressed im@rovement action plan.
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https://www.ncems.org/nccepstandards.html
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Quality improvement initiativesnsist of systematic and continuous actions leading to measurable
improvement in the delivery of prehospital ddremostimportantelement of QI is the ability to
measure. Virtually every action performed has the gbtemte measureahd with theuse of the
ePCR data there is greater opportunity to study the system performance. Quality(@iaegors
another important part of quality improvemdititey are the areas of the system targeted for
improvement.Quality indicators can be definegvhat in the process is important and is being
measuredn the QI process, data collected from ePCPRoteat sources will be collectedl
examinedSystengualityindicatorsselected ithe peer reviewrocesgi.e.advanced airway
placementtraumascene times, aspirin administration in the chest pain)peitidrg studied.

Then interventions are maddtte process an effort to improvéhe outcome. Most importantly
QI initiatives are continually reassessed to ensure they have haddtwmitzsie.

What is docus topidor one EMS system mbg less of a priority for other systefiteess to
resources, disparities in population health, and geographic differences will result in how systems
prioritizethe QA/QI topics. Focus areas witlange as training, education, and clinical care
improve.

Peer review angerformance improvement is a continuous proces# feedback mechanism

must be developed so all providers and stakeholders are informed of the status of performance
improvement initiatived he peer review amperformance improvement system mustedute

the selected indicatavithin the establisltetime parametets assss if there has been desired
improvement.If there is no improvement, the process should be readjusted to find an effective
method for achieving improveme®gveral different interventions may be needed (education,
training, proess and communicatipmo improve a focus area.
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Section 3 Statutes Supporting Peer Review and Data Collection

This section specifically references Statues related to Peer Review &ada Collection. The
entire Subchapter 13FAnay be found onlineat ncems.org

Rules that apply to Peer Review and the Collection of EMS DatQuality Managemert of
Emergency Medical Services

10A NCAC 13P .0102 DEFINITIONS

(22) "EMS Peer Review Committee" means a committee as defined in G.5b(H3WED).
§ 131E 15Definitions.
As used irthis Article, unless otherwise specified:

(6b)  "Emergency Medical Services Peer Review Committee" means a panel composed of EMS
program representatives to be responsible for analyzing patient care data and outcome measures to
evaluate the ongoing qtyabf patient care, system performance, and medical direction within the

EMS system. The committee membership shall include physicians, nurses, EMS personnel, medical
facility personnel, and county government officials. Review of medical records ByReerEM

Review Committee is confidential and protected under G.S. 143 518. An EMS Peer Review
Committee, its members, proceedings, records and materials produced, and materials considered
shall be afforded the same protections afforded Medical ReviewtEesnthitir members,

proceedings, records, and materials under G.S. 131E 95.

8 143 518 onfidentiality of patient information.

(a) Medical records compiled and maintained by the Department, hospitals participating in the
statewide trauma system, or EM&iders in connection with dispatch, response, treatment, or

transport of individual patients or in connection with the statewide trauma system pursuant to Article

7 of Chapter 131E of the General Statutes may contain patient identifiable data aftwah will

linkage to other health care based data systems for the purposes of quality management, peer review,
and public health initiatives.

These medical records and data shall be strictly confidential and shall not be considered public
records within the maaing of G.S. 132 1 and shall not be released or made public except under any
of the following conditions:

(1) Release is made of specific medical or epidemiological information for statistical
purposes in a way that no person can be identified.

(2)Releas is made of all or part of the medical record with the written consent of the
person or persons identified or their guardians.

(3)Release is made to health care personnel providing medical care to the patient.
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http://reports.oah.state.nc.us/ncac/title%2010a%20-%20health%20and%20human%20services/chapter%2013%20-%20nc%20medical%20care%20commission/subchapter%20p/subchapter%20p%20rules.pdf

(4) Release is made pursuant to a court thplen request of the person identified in the
record, the record shall be reviewed in camera. In the trial, the trial judge may, during the
taking of testimony concerning such information, exclude from the courtroom all persons
except the officers of tlweurt, the parties, and those engaged in the trial of the case.

(5) Release is made to a Medical Review Committee as defined in G.S. 131E 95, 90 21.22A,
or 130A 45.7 or to a peer review committee as defined in G.S. 131E 108, 131E 155, 131E
162, 122C 30y 131D 21.1.

(6) Release is made for use in a health research project under rules adopted by the North
Carolina Medical Care Commission. The Commission shall adopt rules that allow release of
information when an institutional review board, as definbd Bpmmission, has

determined that the health research project:

a. Isof sufficient scientific importance to outweigh the intrusion into the privacy of
the patient that would result from the disclosure;

b. Is impracticable without the use or disclosuieeatifying health information;
c¢. Contains safeguards to protect the information from redisclosure;

d. Contains safeguards against identifying, directly or indirectly, any patient in any
report of the research project; and

e. Contains procedures to remavalestroy at the earliest opportunity, consistent
with the purposes of the project, information that would enable the patient to be
identified, unless an institutional review board authorizes retention of identifying
information for purposes of anothesearch project.

(7) Release is made to a statewide data processor, as defined in Article 11A of Chapter 131E
of the General Statutes, in which case the data is deemed to have been submitted as if it were
required to have been submitted under that Article.

(8) Release is made pursuant to any other law.

(b) Charges, accounts, credit histories, and other personal financial records compiled and maintained
by the Department or EMS providers in connection with the admission, treatment, and discharge of
individud patients are strictly confidential and shall not be released. (2001 220, s. 1; 2002 179, s. 11;
2003 392, ss. 2(g), 2(h).)

8 131E 95Medical review committee.

(a) A member of a duly appointed medical review committee who acts without malice all fraud sh
not be subject to liability for damages in any civil action on account of any act, statement or
proceeding undertaken, made, or performed within the scope of the functions of the committee.

(b) The proceedings of a medical review committee, the srwbrdaterials it produces and the
materials it considers shall be confidential and not considered public records within the meaning of
G.S. 132 1, " 'Public records' defined", and shall not be subject to discovery or introduction into
evidence in any digiction against a hospital, an ambulatory surgical facility licensed under Chapter
131E of the General Statutes, or a provider of professional health services which results from
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matters which are the subject of evaluation and review by the commitezsoN@po was in
attendance at a meeting of the committee shall be required to testify in any civil action as to any
evidence or other matters produced or presented during the proceedings of the committee or as to
any findings, recommendations, evaluatpasions, or other actions of the committee or its

members. However, information, documents, or records otherwise available are not immune from
discovery or use in a civil action merely because they were presented during proceedings of the
committee. Daaments otherwise available as public records within the meaning of G.S. 132 1 do
not lose their status as public records merely because they were presented or considered during
proceedings of the committee. A member of the committee or a person wémtiekiife the

committee may testify in a civil action but cannot be asked about the person's testimony before the
committee or any opinions formed as a result of the committee hearings.

(c) Information that is confidential and is not subject to discouesg i civil actions under this

section may be released to a professional standards review organization that performs any
accreditation or certification including the Joint Commission on Accreditation of Healthcare
Organizations, or to a patient safetyanization or its designated contractors. Information released
under this subsection shall be limited to that which is reasonably necessary and relevant to the
standards review organization's determination to grant or continue accreditation oorcestificati

the patient safety organization's or its contractors' analysis of patient safety and health care quality.
Information released under this subsection retains its confidentiality and is not subject to discovery
or use in any civil actions as provigieder this section, and the standards review or patient safety
organization shall keep the information confidential subject to this section, except as necessary to
carry out the organization's patient safety, accreditation, or certification activiteepuFonses of

this section, "patient safety organization" means an entity that collects and analyzes patient safety or
health care quality data of providers for the purpose of improving patient safety and the quality of
health care delivery and includes is not limited to, an entity formed pursuant to Public Law No.

109 41. (1973, c. 1111; 1981, c. 725; 1983, c. 775, s. 1; 1999 222, s. 2; 2002 179, s. 19; 2004 149, s. 2.
2006 144, s.3.2)

10A NCAC 13P .0408 EMS PEER REVIEW COMMITTEE FOR EMS SYSTHES
The EMS Peer Review Committee for an EMS System shall:

(1) be composed of membership as defined in G.S153(b).

(2) appoint a physician as chairperson;

(3) meet at least quarterly;

(4) use information gained from the analysis of systesuloaited to the OEMS to evaluate the
ongoing quality of patient care and medical direction within the system;

(5) use information gained from the analysis of system data submitted to the OEMS to make
recommendations regarding the content of continuicgtemuprograms for all EMS personnel
functioning within the EMS system;
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(6) review adult and pediatric treatment protocols of the EMS System and make recommendations to
the medical director for changes;

(7) establish and implement a written procedure to guarantee due process reviews for EMS personnel
temporarily suspended by the medical director;

(8) record and maintain minutes of committee meetings throughout the approval period of the EMS
System;

(9) sstablish and implement EMS system performance improvement guidelines that meet or exceed
the statewide standard as defined by the "North Carolina College of Emergency Physicians:
Standards for Medical Oversight and Data Collection," incorporated bgeéfeaenordance with

G.S. 150R1.6, including subsequent amendments and editions. This document is available from the
OEMS, 2707 Mail Service Center, Raleigh, North Carolina2Z069@t no cost; and

(10) adopt written guidelines that address:
(a) streture of committee membership;
(b) appointment of committee officers;
(c) appointment of committee members;
(d) length of terms of committee members;
(e) frequency of attendance of committee members;
(f) establishment of a quorum for conducting busimeks; a
(g) confidentiality of medical records and personnel issues.

10A NCAC 13P .0409 EMS PEER REVIEW COMMITTEE FOR SPECIALTY CARE
TRANSPORT PROGRAMS

(a) The EMS Peer Review Committee for a Specialty Care Transport Program shall:
(1) be composed of membigip as defined in G.S. 131%5(6b);

(2) appoint a physician as chairperson;
(3) meet at least quarterly;

(4) analyze program data to evaluate the ongoing quality of patient care and medical
direction within the program;

(5) use information gainedrfrgorogram data analysis to make recommendations regarding
the content of continuing education programs for medical crew members;

(6) review adult and pediatric treatment protocols of the Specialty Care Transport Programs
and make recommendations to thelivie Director for changes;

(7) establish and implement a written procedure to guarantee due process reviews for
medical crew members temporarily suspended by the Medical Director;

(8) record and maintain minutes of committee meetings throughout the approval period of
the Specialty Care Transport Program;
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(9) establish and implement EMS system performance improvement guidelines that meet or
exceed the statewide standard as defynie BNorth Carolina College of Emergency
Physicians: Standards for Medical Oversight and Data Collection;" and

(10) adopt written guidelines that address:
(A) structure of committee membership;
(B) appointment of committee officers;
(C) appointmentfaommittee members;
(D) length of terms of committee members;
(E) frequency of attendance of committee members;
(F) establishment of a quorum for conducting business; and
(G) confidentiality of medical records and personnel issues.

(b) County govement representation is not required for committee membership for approved Air

Medical Programs.
History Note: Authority G.S5088);
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Section 4 Data Quality and Its Importance in Peer Review

Patient cardoes nostop after giving patient caneport to the emergency departmé&he
information whichs documented during patiemicounterss being utized at multiple levels by
stakeholders tmake evidenced based decisions on a wide range of healthcare iHitatives
informaton, that is being analyzed inclutiee intervalsvital signgoroceduresnedicationsand
otherpertinent demographic data.

Accurateand timelydataentry on patient care repagshe foundation of having an effective
quality assurane@d quality improvement progrdfield poviders must be educatedtbe
importance of accuraecumentation angmelycompletion of all North Carolina required data
elementsProcedures, medicatipand protocolshould be entered usipige-formatted putdown
menus andheck boxet ensureghe highest datguality No standardizedata can be collected
from thenarrativeor free text fields

Reference thhorth Carolina College of Emergency PhysicianStandards Policy on EMS
Documentation and Data Quality Policyregarding Data Submission.

Continuum haseveral data quality reports avaitabigonitor and improve data qualitiiese
include

1. Data Quality by PCR

2. Top 25Data Quality List
3. Data Submission Report
4. Data Quality Trendline

For assistance with data quality contact the North Carolina Office of EMS or the EMS Performance
Improvement Center
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Section 5 Peer Review and Its Relationship with Training and
Education

Training and education programs can kidnaf an effective QI prografaducation is used to
share information about changes in prehospital care or emergency medicine. Training is used to
ensure providers can apply knowledge @okaiaring educational sessions.

Procedure performance benchmarks can be designed and measured at regular intervals (i.e.
intubation). A QI program may choose to measure frequency of procedures and then base EMS
training and education needs on the skills performed infrequently. The EMS system may also focus
on providing individual or system wide training and education where performance is below the
established medical director benchmarks. Each EMS System nextmaisdéncouraged to

establish performance benchmarks on interventions and monitor compliance. The NCCEP
Performance Improvement Guideline has identified several interventions where performance
benchmarks should be considered by the system medical. (ffection 6)

Both education anddining will frequently béilizedto address areas of need in a performance
improvement plarBystemaucation staffnustbe involved in the QA/QI process émsure
providersaretrained to medhe performance standarset by the sgsh medical director, or areas
of concernidentifiedthrough the peer review process

Once an issue has been ideatiby thesysteman improvement action plan is recommerttied,
Medical Directorducation statind peer review committegndevelop the process for ensuring
providers receive education and traisisfficient to meeting the needs of the improvement action
plan. This may beccomplished througlontinuing education, simulation, skitlactice, cas

studies, oother similar interventian

The system may also utilize findings from the quality improvement process téhdevedopll
systentontinuing educatiguian
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Section 6: 2018 NCCEP Performance Improvement Document

The2018 NCCEP Performance Improvement Documayt be found on the NCOEMS website located
on the Performance Improvement page.

http://www.ncems.org/pdf/NCCEPPI-Standard®ctober2018.pdf

The following sections are covered in the NCCEP Performance Improvement Document

Operational Quality Assurance

Category Specific Definition Loop Closure Data Source

To get an overall picture of system activity,
Call Volume |All Calis Emergent, Non Emergent, Interfacility trending and tracking of paltemns, determination of| Response STATS
resource utilization and needs

Any Incident that interrupts patient care delivery of causes | Any Issue that impedes the delivery of service of

Vehicies patent Injury such as mechanical Issues, crash causes patent injury
Resources 7 | Internal Data Source|
Any Tallure that Intermupts patient care delivery of causes >
Equipment patient injury such as electronic equipment or other fallure ATy 193U 18t Impedes the dalvery of Sevice of
causes patent injury
of equipment
First Res, or] Igentify any issues needed to be addressed by
Uil ‘i Use of First Responder Agency largeled education such as response, patient Intemnal Data Source
care, skill performance, protocol compliance
Dispatch Center Time, Tum-out (Wheels Rolling), B
All Time Response 10 scene, Time al Patient, Scene Time, Examine target times set by NCCEP and system
Intervais ¥ for compliance
Transport Time, Back in Service
Times Evaluate target times set by NCCEP and/or local | Response STATS

Scene Times For all STEMI, Stroke, Trauma, Cardiac Arrest calls Medical Control for compliance

Delays Dispalch, Response, Scene, Transport, ED Off-load, Back| Examine causes thal impede the delivery of

In service service
EMD Compliance per EMD Vendor Quality Management | lcentify deficiencies 1o be adaressed by targeted . "

e and Syslem requirements education inlemal Data Source,
Element Completion of Protocols, Vital Signs (Initial ana

PCR 2nd set), Procedures, Destination, Crew, Incident To ensure system meets targeted goals set by the Conninan =

Documentation Location, Response, Delays (Response, Scene system, NCCEP and NCOEMS f
Transport) elc
= X Examine and correct deficiencies to meet
Data Oualnx Number of data ernors Pel PCR targeted goal to ensure qualtty data for review Continuum Reports

Call Volume:TotalCall Volume, Emergent Call Volume, Nonergent Call Volume, AMA Call Volume,
Interfacility Call Volume
1 Examine call volume to identify system activity, trending and tracking of patterns, determination of
resource utilization aneéeds

1 This data source can be located by running a Response STATS from Continuum or your ePCR
vendor reporting system

Resourcesidentify equipment and vehicle related issues that interrupts the delivery of patient care or causes
patient injurySuch issues manclude equipment and/or mechanical failures or vehicle crashes

1 The data sourder this information should be maintained locally.
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First Responder Utilization:Review the call volume for agencies, identify any issues needed to be
addressed by targetmstlication such as response, patient care, skill performance, protocol compliance.
9 First responder protocols and Scope of Practice is set by the System Medical Director.

Times: Identifyaverage and 90% fractile time inteteagsure compliance with taegesystem, Medical
Control and NCCEP compliance goals.

All Time Intervals: Dispatch Center Time, Tuout (Wheels Rolling), Response to scene, Time at Patient,
Scene Time, Transport TirBack in Service.

1. NCCEPEMS Dispatch Policyfhe EMS Dispatch Center Time will be less than 90 seconds,
90% of the time, for all events identified and classified as an emergent or hot (with lights and
siren) response

2. NCCEP EMS Back IBervice TiméAll EMS Units transporting a patient to a medical facility
shall transfer the care of the patient and complete all required operational tasks to be back in
service for the next potential EMS event within 30 minutes of arrival to the aatligal f
90% of the time.

3. NCCEP EMS Wheels Rolling Timére EMS Wheels Rolling (Teont) Time will be less
than 90 seconds, 90% of the time, for all events identified and classified as an emergent or
hot (with lights and siren) respanse

Scene Timesfor all STEMI, Stroke, Trauma, Cardiac Arrest calls (covered in STATS Reports).

Delays:Examine causes that impede the delivery of service to include response, scene, transport, ED off
load and back in service.
1 Data Sources for time intervals (eTImesl@tes.16) and delays (eResponseR8sponse.11)
can be found in Response STATS through Continuum andfe@RBGR vendor reporting.

EMD: Assess EMD compliance gatablisheBMD vendor quality management and system requirements
1 Data sources will be imgained internally.

PCR Documentation: Examine the overall quality of the information that is captured in ePCRs for
accuracy to include but not limited to element completion of Prgtocolsmo nl y r efaheck ed t o
boxe®), vital signs (initial and subsequent), procedures, destination, crew assignments (primary, secondary
and driver roles involved in care), incident location, response, and any delays (Response, Scene, Transport).
1 NCCEPStandardBolicyon EMS Documentatiomd Data QualityoThe complete EMS
documentation associated with service delivery and patient care shall be electronically recorded into a
Patient Care Report (PCR) within 24 hours of the completion of the EMS event, with an EMS Data
Score at/or below thetate average.

1 Reference to the full NCCEP Standards Policy is linked in Section 4 of this document.

9 Data Sources for this will be found in Continuum Reports
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Data Quality: Call data entered into eafhCRareessential parof the performance improvement process.

The data must be accurtatée able to assess not only the indivifoaider but also the agency and system
performancas wellAccurate information on interventipns me di cat i o n s ,avitalirteie s , etceé
evaluating the EMS system as a whole.

The data provides informationléezal, regional and state agencies for the ongoing evaluation of protocol,
procedural and pharmacological efficacy.
1 Agency data quality reports can be accessed in ContDepending on user rightd hese reports
will assist in showing where the data quality issues are. CondCOEMS regional office oreh
EMSPIC for further assistance.

ersonn
Credentials Number of EMS personnel in the system that had their [ Discuss any recredentialing issues experienced
Renewed credentials renewed locally during the quarter (include during the period and implement plans to avoid
EMS Personnel | Locally EMD personnel) lapses Internal and/or
Cr ] Continuum Reports
Credentials Due | Number of EMS personnel! in the system due lo expire | Evaluate plan to review all expiring credentials for
10 Expire during next quarter (Include EMD personnel) recredentialing eligibility

EMS Personnel CredentialingAssess systepnovider credentials regarding:

1 Credentials Renewed LocaliNumber of EMS personnel in the systemridragwedredentials
locally during theurrentquarter(includingeMD personnel)

1 Credentials Due to ExpireNumber of EMS personnel in the system due tioeedpring next
quarter(includingeMD personnel).

Tracking he systemds affiliated pr dusngthenex quartetros e cr
will help the system/agency in thverallrecredentialing press (e.g. prevent lapses in credentials,
ensures providersame et i ng the systemds educational requi

NCOEMSrequires the minimum number of continuing education hours and topics to be covered
for recredentialing. Required recredentialing hours for the levels are:

1 Paramedic 120 hrs.
i Advanced EMT 100hrs.
T EMT 80 hrs.
1 EMR 32 hrs.

EachEMS gstem mayequire additional education hebesyondhe minimum hours listed above,

to include locabpics forthes y st e md s af f belcdmaléteepdortplbemy i der s t o
recredentialed by the syst@\ll recredentialing requirememtsstbe reflected in theducation
sectionofthe y st emds pl an.
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Clinical Quality Assurance

ego pe D tio oop Closure D

Agency and provider success rate for ET, BIAD, BVM,
Airway NIPPV, Chest Decompression, Surgical/Needie
Cricothyrotomy, Drug Assisted Intubation, NPA/OPA

skl Cardiac Monitoring, 12 lead, CPR Manual/Mechanical, Ensure system is meeting skill competency goais
Competen Cardiac Pacing, Cardioversion, Defib, AED, Impedance Threshold| Identify technicians not meeting system standards| Continuum Reports
°y Device for targeted education
Vascular IV, 10, Central Line, Port Access
Trawma Spinal Mation Reslriction (C-Spine, LBB, Vesl ype)
traction, extremity, Pelvic Binder/Sling, Tourniquet
Medications Igentity events for discussion and address Internal Repons
Complications Adverse event | Any medication error or adverse event preventable care issues

Skill CompetencyAssess system, agency, and provider success rates for procedures regarding:

1 Airway ET, BIAD, BVM, CPAP/BIPAP, Chest Decompression, Surgical/Needle Cricothyrotomy,
RSI, NPA/OPA, Impedance Threshold Device

1 Cardiac.4-lead, 12ead, CPR Manual/Mechanical, Pacing, Cardioversion, Defib, AED use
1 VascularlV, 10, Central Line, Port Access

1 Trauma:Splinting tancludeSpinal motion restrictiptraction, extremity, Pelvic Binder/Sling,
Tourniquet

To ensure system is meeting skill competencyldeatsy technicians not meeting system standards
for targeted education

*Compliance targgbals will be set by system Medical Director*

1 Data Sources for this information can be obtained from Continuum reports and/or from ePCR
vendor reporting

Medications Complications Review any medicatierror or adverse evefihe objective of this process is

to identify preventable care issues.
1 Data for this will be kept internally
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Special Topics Quality Assurance

Category Specific Definition Loop Closure Data Source
. Discuss approprateness of EMS use from a
3 ssing EMS at least four times in a
High Litlization Ary PEFSON ACCEIING patient care perspective. If mappropnate identify
consecutive 30 day period pian to address
Evaluate patient care event and discuss any EMS
at Patient Patients with multiple EMS Transports within 48 hour time | care related issue that may have contributed.
¥ period Develop and Implement plan to acdress any
identified issue IntermakContinuum
Special Patient Reports
Population - Define high risk refusals and develop/implement
AMA/Refusal | High risk and AMA refusals strategies lo miligate risk of undesirable
oulcomes
Review events where EMS was re-dispatched to scene
Cancelled Calls | 3nor canceliation by First Responder
Multi-patient Events as defined by System Response Plan that extend | Discuss and address any identified issues post Internal Reports
events beyond routing operations event and adjust plan as neeged " £po
Drug Assisted
Intupation (DAI) Appropriate use and outcome of Drug Assisted Intubation|
Conduct 100% review of appropriateness
and care associated with procedure. Address .
Chest I Continuum Reports
Appropriate use and outcome of chest decompression | any idenlified issues. Ensure DAl cases are
High Risk | Decompression forwarded to NC OFMS Tof feview moninly
Cardioversion | Appropriate use and outcome of cardioversion
Restrained Any patient restrained physically, chemically, or in custody | Review to ensure compliance with Continuum Reports
Patients of Law Enforcement system protocols, policy and procedure. Internal Repons
STEMI Examine system STEMI Care
Stroke Examine system Stroke Care
STATS
High Acuity [Trauma EXamine sysiem Trauma Care o e Prorocol complance and acoress any
Pedialncs Examine system Pediatric Care
Sepsis Examine system Sepsis Care Intemmal Data Sourcel
Community All systems with a Community Paramedic Program Discuss objectives of the mission as defined by inesnal Re
Paramedic (MIHC exempt) the system
. Internal andvor
. Review to ensure compliance with protocols,
Pilot Programs Any Pilot program approved by NCCEP and NCOEMS procedures and policies set for the program Continuum Reports
Special Tactical, Wildemness, High Angle, Confined Space, Mass |Discuss any special operations deployments to Internal
Operations Gathering identify and address any issues

Special Patient PopulationReview calls to help identify population of high risk calls:

High Utilization : Anyone utilizing EMS service at least four time8Grdayperiod
RepeatPatient: Patients with multiple EMS Transports wig@ourtime period

AMA/Refusal: Evaluate all high risk and AMA refusals

Cancelled CallsWhere EMS was cancelled by first responders prior to EMS arrival, and all events
where EMS was recalled.

Multi -patient events:Events as defined by the System Response Plan that extend beyond routine
operations.
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High Risk Procedures Review calls tdetermine appropriate use and outco@msduct 100% review of
HRP and other procedures identified by the medical director.

T

Drug Assisted Intubation.Appropriate use and outcome of Drug Assisted Intubation
All Drug Assisted Intubations (Dydre to be forarded to the NOEMS for review
monthly.

Chest DecompressionAppropriate use and outcome of chest decompression
Cardioversion Appropriate use and outcome of cardioversion
Cricothyrotomy. Appropriate use and outcome of cricothyrotomy

RestrainedPatients.Any calls where patientwasrestrained physically, chemiaalliyn custody of
Law Enforcemerghouldbereviewed to ensure compliance with system protoalidy,and
procedure.

High Acuity: Conduct 100% review to ensure protocol complamtaddress any identified issues.

T

= =4 =8 =4

STEM/
Stroke
Trauma
Pediatrics
Sepsis

Community Paramedic All systems with a Community Paramedigram fon-system affiliateliHC
exempt) must véew their prograrobjectiveso ensure thegre being met.

Pilot Programs.Any Pilot Program approved by NCCEP and NCOEMS must be reviewed to ensure
compliance with protocols, procedures and policies set for the program.

Special OperationsAny operations outside of the normal day to day to irmltidet limited toTactical,
Wilderness, High Angle, Cm&d SpacandMass Gatheringhould be reviewed.
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